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Interpersonal Processes in Psychoanalytic, Cognitive Analytical and 
Cognitive Behavioural Therapy 

Manuela H. Habicht 

Abstract 



The aim of the review was to compare interpersonal processes in psychoanalytic 
therapy, cognitive analytical therapy and cognitive-behavioural therapy. Since the 
emphasis is on psychodynamic therapy, Freud’s (1915/1958) conceptualisation of the 
phenomenon of transference is discussed. Countertransference as an unconscious and 
defensive reaction to the patient’s transference is explored. The importance of both 
interpersonal processes for therapy outcome is explained and views of different 
authors on transference (Gelso & Carter, 1985; Brammer & Shostrom, 1982; Cerney, 
1985 and Ehrenreich, 1989) as well as countertransference (Little, 1951; Blanck & 
Blanck, 1979, Gelso & Carter, 1985 and Langs, 1974) are covered. Emphasis is 
placed on the operation of transference in psychoanalytic therapy as well as how 
transference is dealt with and resolved. Cognitive analytic therapy is defined briefly 
and identifying as well as reciprocating transference is explained. Varieties of 
countertransference as defined by Ryan (1998) are explored and similarities between 
modelling and countertransference reactions are demonstrated. There is evidence of 
interpersonal processes such as transference and countertransference in all 
psychotherapies. Since these processes originated in psychoanalytic therapy, it is 
suggested that non-psychoanalytic oriented therapists be probably at a higher risk of 
unrecognised countertransference due to a lack of personal therapy. 
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1. Introduction 

The humanistic approach to psychotherapy has put the therapeutic relationship center 
stage; it is seen as the primary vehicle promoting psychological growth and healing. 
The success of such a relationship is grounded in essential human qualities such as 
empathy, congruence, and genuine positive regard (Kelly, 1997). The establishment 
of a warm, supportive and empathic environment between client and therapist has 
been widely embraced, by various schools of therapy, as an essential ingredient in 
psychological healing. For instance Stiles et al. (1996) found that this variable was 
ranked highly (second in the list of 19 treatment techniques or interactions) by both 
psychodynamic and cognitive-behavioural therapists. 

This paper will focus on the therapeutic relationship and describe different 
interpersonal processes that facilitate change in therapeutic interventions such as 
psychoanalytical, cognitive analytical and cognitive behavioural therapy. One of the 
interpersonal processes discussed is the concept of transference. The concept of 
transference is seen by many as Freud’s greatest discovery in the area of 
psychological intervention (Fine, 1990). Not only is this construct pivotal in virtually 
all systems of psychodynamic and psychoanalytic treatment, but theory and research 
suggest that transference is operative and important in non-analytic treatments as well 
(Adelstein, Gelso, Haws, Reed & Spiegel, 1983: Gelso & Carter, 1985, 1994: Rhoads 
& Feather, 1972: Ryan & Gizynski, 1971). Countertransference has shown to be an 
important interpersonal process in psychodynamic as well as cognitive analytical 
therapy as well. However literature that refers to transference and countertransference 
reactions in cognitive behavioural therapy is virtually non-existent. The following 
review demonstrates the importance of the above interpersonal processes in different 
therapies and presents evidence for similarities between them and modelling in 
cognitive behavioural therapy. 
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2. Interpersonal Processes in psychoanalytic therapy 

One of the distinguishing and central technical features of psychoanalytically oriented 
psychotherapy (subsequently referred to as dynamic therapy) is the interpretation of 
transference. Freud (1912/1958) originally described transference as "stereotype 
plates" or representations of early interpersonal relationships, which influence 
perceptions of current relationships. His conceptualization of the phenomenon of 
transference thus implied two components: a structural component referring to a 
mental representation of interpersonal relationships and a procedural component 
referring to the application of this mental representation to guide interpersonal 
perception. Regarding transference as a process, although Freud noted that 
transference could emerge with equal intensity outside of therapy as in it, his own 
emphasis was on transference to the therapist in particular. Strachey (1934) also 
elaborated on the importance of transference and outlines a process in which 
transference interpretations are capable of reversing the patient’s "neurotic vicious 
circle". 

Freud (1910/1959) first introduced the term countertransference to refer to the 
analyst’s unconscious and defensive reactions to the patient’s transference. Because he 
viewed countertransference as having uniformly adverse effects on therapy, Freud 
was "almost inclined to insist that (the analyst) shall recognize this counter- 
transference in himself and overcome it" (pp. 144-145). Subsequent writers broadened 
Freud’s classical definition of countertransference to refer to all of the therapist’s 
reactions to a client, whether those reactions were conscious or unconscious, in 
response to transference or to other phenomena (e.g. Fromm-Reichman, 1950; 
Heimann, 1950, 1960; Little, 1951, 1960). 

2.1. The importance of transference and countertransference in 
psychodynamic therapy 

Gelso and Carter (1985) suggested that a transference relationship occurs with all 
types of psychological intervention, regardless of the length of treatment. Brammer 
and Shostrom (1982) described transference as a type of projection of the client’s past 
or present unresolved and unrecognized attitudes towards authority figures and love 
objects. Cemey (1985) wrote that transference occurs on an unconscious level and 
also that not all reactions or feelings towards the therapist can be labelled 
transference. 
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Because transference interpretation has been regarded as a hallmark of a technique of 
dynamic therapy, both term transference and interpretation have received considerable 
attention in the literature. Unfortunately, they have assumed a variety of meanings 
over the years. In regard to transference, there has been a disagreement about what it 
encompasses and whether additional concepts such as therapeutic alliance or real 
relationships are required to account for the patient’s reaction to the therapist 
(Ehrenreich, 1989). 

Classical analysts typically assume the anonymous stance and engage in very little 
self-disclosure and maintain a sense of neutrality, because they are attempting to 
foster a transference relationship, in which their clients will make projections onto 
them. 

Therapists believe that if they say little about themselves and rarely share personal 
reactions, whatever the client feels towards them is largely a product of feelings 
associated with other significant figures from the past. 

Transference is the unconscious shifting to the analyst by the client of feelings and 
fantasies, both positive and negative, that are displacements from reactions to 
significant others in the client’s past. Malan (1976) emphasised the importance of 
linking the patient’s reactions to the therapist and reactions to parental figures in the 
area of brief psychodynamic therapy. Gill (1982) has also written extensively about 
the importance of transference interpretations, but with a different technical emphasis. 
He advocates that priority is given to exploring the here-and-now transference 
reaction to the therapist rather than linking the reaction to its original sources. Strupp 
and Binder (1984) have taken a similar position in regard to short-term therapy. 
Transference allows the clients to attribute to the therapist "unfinished business" from 
these past relationships. The treatment process involves their reconstruction and 
reliving of the past. As therapy progresses, childhood feelings and conflict begin to 
surface from the depth of the unconscious and clients regress emotionally. Some of 
their feelings arise from conflicts such as trust versus mistrust, love versus hate, 
dependence versus independence, and autonomy versus guilt or shame. 

Mann (1997) pointed out that transference takes place when clients resurrect from 
their early years intense conflicts relating to love, sexuality, anxiety, hostility, and 
resentment. Then those are brought into the present. The client re-experiences them, 
and attaches them to the therapist. The client might see the therapist as an authority 
figure who punishes, demands, and controls. Hostile feelings are the product of a 
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negative transference, but clients might also develop a positive transference and, for 
example, fall in love with the analyst, which to be adopted, or in many ways seek the 
love, acceptance, and approval of an all-powerful therapist. 

Freud’s insights regarding erotic transference and its link with resistance were first 
described in his remarkable "Observations on Transference Love" paper (Freud 
1915/1958). Here he concluded, among other things, that the quality of love expressed 
by patients in analytic treatment was for the most part the same love that is expressed 
in everyday life. What primarily differentiated the two forms of love was that love 
expressed within analysis was closely tied to resistance. By this, Freud meant that the 
patient expressed romantic and sexual feelings for the analyst as a psychological 
defense against remembering painful experiences from the patient’s past, that is, 
dangerous oedipal striving for the parent. The patient experiencing his or her longings 
for the analyst is real, keeps the focus on the here and now and towards the expression 
of free association and therapeutic progress. 

Relevant for the author’s clinical practice is Freud’s conclusion that a subgroup of 
patients were untreatable. Freud (1915/1958) was referring to the group, all of whom 
were women, when he made his often quoted comments about certain female patients 
who demonstrated “elemental passionateness” (p. 166) and were "accessible only to 
'the logic of soup, with dumplings for arguments' " (p. 167). These patients failed to 
face the reality of their erotic feelings as resistance and so led Freud to conclude that 
they were not suitable to psychoanalysis. 

If this psychodynamic approach is to produce change, the transference relationship 
must be worked through. The working-through process consists of exploration of 
unconscious material and defenses, most of which originated in early childhood. 
Working through is achieved by repetition of interpretations and by exploring of 
resistance. It results in a resolution of old patterns and allows the client to make new 
choices. 

Compared to Freud, who viewed countertransference as having uniformly adverse 
effects on therapy, Little (1951) wrote, "If we can make the right use of counter- 
transference may we not find that we have another extremely valuable, if not 
indispensable tool?" (p.33). Another, as yet unnamed perspective has emerged in 
defining countertransference. This perspective distinguishes the extent to which 
therapist reactions are grounded in reality of the therapeutic relationship, defining 
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countertransference as irrational reactions emanating from unresolved issues within 
the therapist (Blanck & Blanck, 1979; Gelso & Carter, 1985; Langs, 1974).) 



2.1.1 The operation of transference 

It can be seen that the source of transference tends to be both maternal (general) and 
paternal (typical) (Gelso et al. ,1999). Both changes in the therapy structure and 
events in the client’s outside life typically stimulate the development of transference. 
Gelso et al. (1999) point out that regarding to changes in structure, the most common 
changes were increases in therapy fees, shifts in frequency of visits, and shifts in 
settings or office. Another domain under which transference operates pertains to client 
dreams and fantasies about the therapist. 



2.1.2. Dealing and resolving transference 

Therapists typically deal with transference by using traditionally psychoanalytic 
strategies such as focusing on the immediate relationship, offering interpretations 
around the transference, and raising questions aimed at fostering insight. Gelso et al. 
(1999) point out that other factors such as the working alliance, real relationships as 
well as intellectual and emotional insight also play a major role in the facilitating the 
resolution of transference. 

Mann (1997) described the case of Mrs A, who is in her fifties as an example of 
dealing and resolving transference. 

"She came to psychotherapy after the recent death of her father which 
evoked anxiety and depression in her. Her profession took her into 
repeated contact with the dying and their relatives. Until her father’s 
illness she had found this a satisfying job which she did very well. Since 
his death she had been unable to go to work. 

At first she wanted to speak about her job and her father's death. He had 
been suffering from a senile dementia and she had nursed him while he 
was dying. His behaviour had been very difficult: he repeatedly confused 
her with his wife; he exposed himself and would make overtures for her to 
get into bed with him on the ward. This was difficult in itself, but also 
stirred memories from the past. 

Gradually she revealed more of her history. Both parents were violent to 
each other, and the mother was violent to all children. Father had not 
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physically abused his daughter, but had used her for his voyeuristic 
pleasure: he would watch her take a bath until she was quite grown-up or 
force her to pose naked while he drew her. When she once tried to lock 
the bathroom door he had burst in saying. What is so special about your 
body that nobody can look at it?’ This only stopped after her protests in 
early adolescence." (Mann, 1997, p. 18-19). 

Mann (1997) described Mrs. A’s married life as unsuccessful with several divorces. 
She tried to marry men that were very different from her father. When she talked to 
Mann and spoke with a mesmerising intensity that would just keep his attentions, he 
would consider that to be transference replay of the past. The client reported that in all 
of her sexual experiences none of her husbands has seen her naked. Mann considered 
revealing her innermost secrets - being psychologically naked - a form of 
transference, because the client had learned that "she has concealed herself from the 
prying eyes of those who would take advantage of her (father and husbands)" and this 
would no longer be necessary in the therapeutic relationship, because the therapist 
would not take advantage of her (Mann, 1997, p.19) 

2.1.3. Problems with transference 

Cutler (1958) found that the content of client’s material frequently elicited 
countertransference reactions. Whereas some triggers can be considered objective and 
factual (e.g. the client discussed death, therapy was interrupted for several weeks), 
most triggers were the result of the therapists’ subjective perceptions. For example, 
countertransference was stimulated by the therapists’ phenomenological evaluations 
of the progress in therapy, appraisals of the client, comparisons of the client to others, 
or perceptions of a certain level of emotional arousal in the client or therapist. 
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2.2. Cognitive analytical therapy: A definition 

Ryle (1990, 1995) describes cognitive-analytical therapy (CAT) as a time-limited 
integrated psychotherapy. It emerged as a formal psychotherapy method in 1990 and 
was developed with the aim of providing psychotherapy within the National Health 
Services. As the name suggests, the model integrates a wide range of theory and 
practice (psychoanalytical, cognitive and behavioural) yet retains a distinct method. A 
central feature is the reformulation of the patient’s problems in terms of procedures, 
defined as repetitive goal-directed sequences of perceptions and beliefs, predictions, 
and appraisals, actions, or roles, the consequences of enactment, notably the responses 
of others and the evaluation of the consequences. The process of reformulation in 
cognitive analytical therapy is intended to facilitate a work-oriented therapeutic 
alliance (Ryle, 1990). A full description of the method is beyond the scope of this 
paper (see Ryle, 1990), but the main distinguishing features of CAT are the joint 
descriptive reformulation of the patient’s problem and their active participation in 
therapy (normally 1 6 weekly sessions). 

2.2.1. Interpersonal processes in cognitive analytical therapy 

Ryle (1998) examines interpersonal processes such as transference and 
countertransference from the theoretical viewpoint of cognitive analytical therapy. 
Transference, countertransference, and projective identification are understood in 
terms of reciprocal role procedures (Ryan, 1994). The patient enacts one or other pole 
of a particular reciprocal role pattern producing pressure on the therapist to enact the 
reciprocal role. Countertransference is understood as the therapist’s awareness of this 
or their tendency to respond to this pressure. Ryan (1998) states that the concept of 
transference implies that the patient has an inappropriate or misguided perception of 
the therapist. This perception will be manifested in the fact that much of what 
patients do or say, at least early in therapy, is the representation of one or other of 
their repertoire of problematic procedures. These manifestations may take form of 
overt acts (being silent or late, for example) or of statements such as idealising or 
rubbishing the therapist). Ryan (1998) distinguishes two main forms of transference. 
The patient either seeks to deny differences and takes on the therapist’s role and 
characteristics (identifying transference) or he/she seeks from the therapist a response 
that matches one of his or her (harmful) reciprocal roles ( reciprocating transference). 
Roles are seen to incorporate beliefs, values, memories and affects in association with 
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patterns of behaviour and expectation. In theory, every role described in the repertoire 
may be enacted by the patient in relation to the therapist or may be induced in, or 
perceived to be played by, the therapist. The reformulation provides, therefore, a 
comprehensive list of potential transference-countertransference interactions. 

Ryan (1998) points out the existence of two different types of countertransference as 
well. He describes the elicited countertransference as a response to whatever role the 
patient is playing. He differentiates this type from the therapist’s personal 
countertransference that derives from his or her own array of role patterns. The 
existence of identifying and reciprocating countertransference are pointed out as well 
(Ryan, 1998). He points out that it is important to recognise reactions, such as the 
induction of feelings in the therapist that are associated with one or other roles in the 
patient’s repertoire, as belonging to the patient. Ryan (1998) points out that they 
provide a basis for accurate understanding and should be discussed with the patient, 
especially when they represent unacknowledged or unmanageable feelings. It makes 
them more acceptable because they are shared and named. Emphasis is placed on the 
fact that the “therapist cannot know what it is that the patient cannot feel: and for 
example, the anger evoked in a therapist by a story of abuse may be his or hers and 
appropriate but may never been experienced by the patient. In such cases it is better to 
present the feelings as one’s own than to claim knowledge of what is ‘in the patient’s 
unconscious’, or to make assertions about possible origins (Ryle, 1998, p.306-307)”. 
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2.3. Interpersonal processes in cognitive-behavioural therapy 

Transference and countertransference are present in cognitive-behavioural therapy as 
well. Watkins (1983) identified the following five transference patterns in counseling 
including cognitive behavioral therapy: 

1. Counselor as ideal. The client sees the therapist as the perfect person who is doing 
everything right, without flaws. When clients elevate the therapist, they usually 
put themselves down. 

2. Counselor as seer. Clients view the therapist as an expert, all-konwing and all- 
powerful. They look to the therapist for direction and might remain dependent. 

3. Counselor as nurturer. Some clients look to the therapist for nurturing and 
feeding, as a small child would. The therapist may get lost in giving sympathy 
and feeling sorry for the client and become a nurturing parent. In the process, the 
client never learns the meaning of personal responsibility. 

4. Counselor as frustrator. The client is defensive, cautious and guarded and is 
constantly testing the therapist. In this case it is essential that therapists avoid 
reacting defensively, a response that would further entrench clients’ resistance. 

5. Counselor as nonentity. In this form of transference the client regards the 
therapist as an inanimate figure without needs, desires, wishes, or problems. If 
therapists depend on feedback from their clients as the sole means of validating 
their worth as therapists, they may have difficulty managing cases in which this 
phenomenon exists. 

However transference is not used at all to facilitate change. The avoidance to act on a 
reciprocating countertransference that was evoked by the patient’s direct or non- 
verbal communication can be seen as modelling. It is important in cognitive- 
behavioural therapy as well, to recognise the pressure to reciprocate, or to note the 
inevitable inadvertent reciprocation all therapists are at times induced to supply. It 
serves to illustrate the extent to which the patient has actively sought confirmation of 
the damaging patterns and it opens up the possibility of exploring other possible ways 
of proceeding. The therapist’s job here is straight forward - not to join the “dance” 
but to model different behaviours. 

The terms modelling, imitation or social learning have been used interchangeably. 
They describe one of the interpersonal processes used in cognitive behavioural 
therapy to implement change. All refer to the process by which behaviour of an 
individual or a group acts as a stimulus for similar thoughts, attitudes, and behaviours 
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on the part of observers. Bandura (1969, 1971a, 1971b, 1977, 1986) has emphasised 
the role of modelling in the development and the modification of much of human 
behaviour. He outlines three major effects of modelling. First is the acquisition of new 
responses or skills and the performance of them. This observational-learning effect 
refers to integrating new patterns of behaviour based on watching a model. The 
therapist can act as a model in training of verbal and motor skills for autistic children. 
The second effect of modelling is an inhibition of fear responses, which occurs when 
the observer's behaviour is inhibited in some way. In this case the model that 
performs an inhibited fear response either does not suffer negative consequences or, 
in fact, meets with positive consequences. Examples include models that handle 
insects and do not get hurt. The third effect of modelling is a facilitation process of 
responses, in which a modelling provides cues for others to emulate. The effect is to 
increase behaviours that the individual has already learned and for which there are no 
inhibitions. 

Several types of models can be used in therapeutic situations. A live model can teach 
the client appropriate behaviour, influence attitudes and values and teach social skills. 
For example therapists can model the very characteristics that they hope their clients 
will acquire. Through their actual behaviour during sessions, therapists can best teach 
self-disclosure, risk taking, openness, honesty, compassion and the like. Therapists 
are constantly serving as a live model for their clients - for better or for worse! In 
addition to modelling desired behaviours and attitudes, therapists can also adversely 
influence their clients by modelling rigidity, lack of regard and respect, fear, rudeness, 
boldness and aloofness. This might happen as a result of an unrecognised 
countertransference. As pointed out earlier the therapist’s personal 
countertransference derives from his or her own array of role patterns. Personal 
therapy and supervision aim to make such responses quickly recognised and 
controlled. 

Multiple models are especially relevant to group cognitive-behavioural therapy. The 
observer changes attitudes and learns new skills through observation of successful 
peers. Modelling is also part of other treatments, particularly those involving role- 
playing, in which the therapist may rehearse and enact alternative behaviours. 

As mentioned before modelling is used in the treatment of autistic children. The 
essential feature of autism is that the child's ability to respond to others does not 
develop within the first thirty months of life. Even at that early age, gross impairment 
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of communicative skills is already quite noticeable. The child’s vocalisations are 
reinforced by the therapist until they occur very frequently. Then the therapist acts as 
a model and the child will be rewarded for imitating the sounds produced by the 
therapist, and simultaneously punished for meaningless sound. Here modelling is 
combined with reinforcement. When imitation is established, children are taught to 
label everyday subjects using the same modelling approach. 

Modelling in combination with flooding and response prevention can also be used as 
part of the treatment of obsessive-compulsive disorders. A client who has the 
obsessive thought that he might be contaminated with germs spends four hours a day 
washing himself. In therapy, he first watched the therapist to contaminate herself with 
dirt (modelling). He then was urged to rub dirt and dust all over himself (flooding) 
and endure it without washing it off (response prevention). After about a dozen 
sessions of covering himself with dirt and dust sitting there without washing it off, the 
thoughts of contamination diminished and the washing ritual no longer occurred in his 
daily life. 

Modelling can be done in a way so that the client observes the actions of the therapist 
consciously and is able to repeat them. The demonstration of relaxation techniques 
such as autogenic training and abdominal breathing are just two examples. Modelling 
can also be used to demonstrate appropriate interpersonal skills. These skills are 
displayed constantly as part of the therapeutic intervention and can be internalised by 
the client and used in an environment outside of therapy. For example clients who 
participate in an anger management program usually have a low frustration tolerance 
and below average problem solving skills. When a client gets angry during a session 
the therapist can model an appropriate response and the client will benefit by learning 
that the behaviour modelled is useful in solving the conflict. The therapist can also 
use role-playing to teach social or interpersonal skills acting as the model to teach 
appropriate behaviour. D’Zurilla & Goldfried (1971) emphasise the usefulness to 
patients of learning to imitate appropriate models when learning problem-solving 
strategies and Mahoney (1974) maintains that it can be useful for the therapist to 
"think out loud" to give patients a good model of the kind of cognitive-mediation 
skills that can be used in dealing with difficult situations. 
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3. Conclusion 

While all forms of psychotherapy require effective therapeutic relationships the 
example of Mrs A. should have made clear that the client/therapist relationship is of 
vital importance in psychodynamic-oriented interventions. As a result of working 
through the transference situation, Mrs. A acquired insights into her unconscious 
psychodynamics. One could argue that the therapist in the case of Mrs. A acted as an 
appropriate model to teach her that revealing her "innermost secrets" would not hurt 
her. However the emphasis was on reliving the past, the inclusion of emotional 
experience as well as working through the transference with repetitive interpretations. 
The lenses through which therapists see the world largely dictate whether and when 
countertransference is stimulated. It is recommended that therapists check their lenses 
continually to heighten their self-awareness and enhance their ability to recognise 
stimuli that are likely to trigger countertransference. In fact, research indicates that 
therapists’ awareness is inversely related to countertransference behaviour and is 
critical to managing countertransference (Latts & Gellso, 1995; Van Wagoner et al., 
1991). 

It appears as if most countertransference reactions affect the emotional distance 
between therapist and client. Some reactions predictably draw the therapist and the 
client closer together (e.g. identifying or empathising with the client) whereas other 
reactions push the therapist and the client further apart (e.g. blocked understanding, 
boredom). However negative feelings seem to be unpredictable in their effect on the 
distance between therapist and client. For example, some therapist may react to their 
anxiety by withdrawing from the client (Hayes & Gelso, 1991), whereas other may 
respond by increasing their involvement with the client (Gelso et al., 1995). Therefore 
it can be concluded that countertransference contributes to the constant dance that 
occurs between client and therapist of drawing nearer or moving apart, of "joining and 
disjoining" (Peris, 1947, p.22), of "merging with and separating from" one another 
(Gorkin, 1987, p.80). 

Many of the ideas incorporated in the model of transference-countertransference in 
cognitive analytical therapy have been expressed in a different form in 
psychodynamic intervention. Leiman (1997) and Bollas (1987) have pointed out that 
transference communication may represent different voices addressed to different 
figures represented by the therapist. Cognitive analytical therapy uses psychological 
and everyday language rather than notions based on fantasy (such as projection, 



Interpersonal Processes in Psychodynamic, Cognitive Analytic ... 



Manuela H. Habicht 



introjection and internal objects) and clarifies the distinction between identifying and 
reciprocating countertransference. In contrast to psychodynamic Ryan (1998) points 
out that it well be appropriate to recognise identifying countertransference reactions 
and discuss them with the patient and present them as one’s own response rather than 
to claim knowledge of the patient’s unconscious thoughts and feelings. Cognitive 
analytical therapy bases itself on phenomena that can be observed, described and 
refined with the patient’s cooperation. The client will understand the continuing 
influence of intrapsychic and interpersonal procedures and it is asserted how every act 
or communication is addressed to another person or to a part of the self. 

Transference and countertransference reactions can be observed in cognitive 
behavioural therapy as well. The potential effects of transference, as shown in the 
examples, clearly demonstrate why all therapists must be aware of their own needs, 
motivation and personal reactions. If they are unaware of their own dynamics, they 
may avoid important therapeutic issues instead of challenging their clients to 
understand and resolve the feelings they are bringing into the present from the past. 
Most therapists in Australia follow a cognitive behavioural orientation and it is the 
author’s impression that many of them do not recognize transference and 
countertransference reactions or ignore their presence. Cognitive behavioral oriented 
therapists rather reflect on transference reactions by identifying the behaviour and 
exploring the underlying emotion as well as the automatic thoughts associated with it. 
They are usually less aware of their countertransference reactions and it is the 
author’s view that they are more likely to experience reciprocating 
countertransference. Similarities between modelling and working through a 
transference reaction can be clearly seen. The interpretation of the transference from 
an analytical perspective (the client is angry because he feels rejected for not being 
able to have an additional session with the therapist this week) helps the client to gain 
an understanding of the origin of his behaviour and emotion and at the same time 
models a process that the client can follow in similar situations. If looked at from a 
cognitive behavioural perspective the therapist models a process of problem 
resolution by exploring the underlying automatic thoughts that led to the anger 
outburst. Although therapists must be ware of the possibility of transference, they 
should also be aware of the danger of discounting the genuine reactions their clients 
have towards them. 
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The review clearly shows evidence of transference and countertransference reactions 
in psychodynamic, cognitive analytical and cognitive behavioural interventions. 
Psychodynamic as well as cognitive analytical therapists use these interpersonal 
processes to facilitate change, whereas cognitive behavioural therapists should be 
aware of these patterns but use other specific factors such as modelling to influence 
treatment outcome. 
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